Giving birth is considered a normal yet a special act; it is also a critical bodily phase, which can go awry. Society has a responsibility to ensure that all women should safely journey through pregnancy and childbirth. If that does not happen it shows failure of a society (families and communities) and a crisis in healthcare system. Going by the number of maternal deaths related to childbirth, it appears that India as a civilization has failed her women when it comes to ensuring their survival and safety in the most basic act of procreation. What is even more pathetic is the fact that mother and child health (MCH) care is one of strengths of traditional Indian medical system, Ayurveda as well as of the local health practices in India. Suprajanan (better progeny in all respects) is the purpose for which the woman becomes pregnant. She and her well-being becomes the center for concern since a healthy and strong mother can bear a better progeny.
Giving birth is considered a normal yet a special act; it is also a critical bodily phase, which can go awry. Society has a responsibility to ensure that all women should safely journey through pregnancy and childbirth. If that does not happen it shows failure of a society (families and communities) and a crisis in healthcare system. Going by the number of maternal deaths related to childbirth, it appears that India as a civilization has failed her women when it comes to ensuring their survival and safety in the most basic act of procreation. What is even more pathetic is the fact that mother and child health (MCH) care is one of strengths of traditional Indian medical system, Ayurveda as well as of the local health practices in India. Suprajanan (better progeny in all respects) is the purpose for which the woman becomes pregnant. She and her well-being becomes the center for concern since a healthy and strong mother can bear a better progeny.
Ayurvedic text declares, "If a cup filled with oil right up to the brim is to be carried without spilling even a single drop, every step has to be taken with care" (CS Cs 8/22), the texts emphasis that a similar care and attention is required in taking care of a pregnant woman. It will nourish and protect the mother and the growing fetus, culminating in a healthy mother and a healthy child.
This special issue of Ancient Science of Life on Maternal
Heath is a call to look closely at the strengths of Ayurveda and dai-s (the traditional birth attendants) in MCH care. The papers are written by practicing Ayurvedic physicians and also by people who advocate a better role for traditional midwifery for strengthening maternal care. The objective is to address the difficult problems of high maternal and infant mortality and morbidity and find solution by roping in the practices of Ayurveda and dai-s in existing health structures.
There is a belated governmental call of 'mainstreaming' the Ayurveda and other non-allopathic systems of health care (unani, siddha, homoepapthy, naturopathy and yoga) under th the 11 plan (2007) (2008) (2009) (2010) (2011) (2012) . The task has to be carried out under the rubrics of National Rural Health Mission, which also is one of the main protagonists for providing better health services to the pregnant women in the country. However, there cannot be a fostered piecemeal revision in our health care structures. It calls for a radical revision in the existing modes of maternal care. It is our claim (tried and tested) that regimens of prenatal, natal and post natal care provided by classical Indian medical tradition can give us promising results towards lowering MMR, IMR and healthy mothers and children in the country. Women friendly policies and political will can bring about much needed change in the MCH care.
MATERNAL DEATHS: FACT FILE
A recent survey report by the Maternal Mortality Working Group of World Health Organization (WHO), United Nations Children's Fund (UNICEF) and Population Fund (UNFPA), 1 a maternal mortality ratio of 402 (uncertainty bounds 216-654) deaths per 100000 live births. Most maternal deaths in 2005 were concentrated in sub-Saharan Africa (270500, 50%) and Asia (240600, 45%); of which almost half (48%) of maternal deaths occur in India (117100), 21.83% women who 2 died while birthing in 2005 in the world, died in India. It is a matter of great concern. India tops the world in maternal death when we see it in terms of actual numbers. This figure becomes more glaring and stark when we notice that only nine women per l00000 died in the developed regions of the world. This unfortunate situation has continued to make its presence felt. The above report also states that maternal mortality has not changed much for the last 20 years. At present, maternal 3 mortality ratio in India is 450 per 100000 live births. This number varies from 300 to 700 within the country. The main determinant is access to health care for the women. The major causes of these deaths have been identified as anemia, hemorrhage, toxemia, obstructed labor, puerperal sepsis and unsafe abortion.
Our less developed neighbours have fared better than us. Bangladesh reported 21,000 deaths with an MMR of 570, Pakistan recorded 15,000 deaths with MMR of 320, and China had 7,800 deaths with MMR of 45 and Nepal 6,500 deaths with MMR of 830 in 2005. Sri Lanka recorded 190 deaths with MMR of 58.India has recorded 117100 deaths, not to mention the deaths which go unrecorded. National Family 4 Health Survey (NFHS-III) reiterated that women in India lack quality care during pregnancy and childbirth and even after that.
AYURVEDA AND MODERN MEDICINE
What has gone wrong with India? After all India (and South Asia) is a home for centuries old systems of health care, the Ayurveda, Siddha and Unani. And numerous local health practices across the country. For the last two centuries India is also a home of modern medical knowledge and several other healing practices. India is a sovereign independent State for the last 60 plus years. India is master of its own destiny and responsible for those that populate it. It must look within bounds of its own policies and its own legacies to find why its women continue to die?
In India, failure and crisis in maternal health care has nontrivial relation with widespread confusion regarding traditional medical practices and modern science. Such confusions have created unresolved schisms in contemporary societal knowledge and practice. Unfortunately, Indian motherhood is caught between contentious prescripts issuing out of Âyurveda (and dai-s) and modern science. We are not pitching one system against the other, nor do we want to wish away the modern allopathic system. But as the maternal health scenario continues to deteriorate despite all out efforts, it is time to look closely at plural healing practices from ISMs to ensure the survival of mothers and their children.
MATERNAL CARE BEFORE, DURING AND AFTER THE BIRTH
Such perceptions prevail through out India that motherhood gives women, an enhanced status in the family, but there is a lack of serious 'action based' approach to the fact that a special care is required during and after the childbirth. Planned efforts to make the delivery safe are almost non-existent. The situation acquires grimness when we find that health care seeking behavior of pregnant women is dependent on their resources, willingness of the male member of the family to cooperate and lack of awareness of the need for medical intervention for any pregnancy related problem.
(NFHS III)
Antenatal care sets the tone of the pregnancy and its outcome. Despite being one of the important preventive interventions, ANC as it is practiced today in public health, has failed to meet its objective of trouble free pregnancy and safe childbirth. It is not at all being doubted that pregnant woman needs extra care, what is being questioned is the nature of the care that is being handed down to her.
Today ANC constitutes of three to four visits to PHC or a doctor, few screening tests (blood pressure, weight, abdomen examination, not to miss the ultra sound etc) and nutritional The numbers vary in each survey. NFHS, WHO, UNICEF, Sample Registration System, and host of many other reports are indicative of high MMR in the country supplements by way of distributing iron, frolic acid and calcium tablets. This is an outdated and 'flawed methodology' in the Indian context today. Ill equipped PHCs, non existent medical personnel's, bad roads, lack of transport and high cost of commuting to a health facility are deterring factors in availing state provided ANC. The logic behind the prevalent ANC is to predict high-risk pregnancy and act accordingly. This approach does not help much to lower MMR, as most serious complications cannot be prevented by good antenatal care alone nor is it possible to predict which mother will develop complications given the paucity of good diagnostic tools at the health facilities. 5 An excellent review article on antenatal care finds out that "questions have been raised about the impact of antenatal care (especially on maternal mortality) since its inception in developed countries, and although the questions continue to be asked there is very little research trying to find answers". Similarly, as early as 1930s, a paper by Dr Browne and Dr. Aberd (1932) observes that despite being part of obstetric practice, antenatal care could not ensure significant reduction in maternal mortality. The paper observes that "much of what passes under the guise of antenatal care is too irregular, too 7 infrequent, and too ill-organized." Interestingly, "the situation in 1932 is in many ways still relevant to developing countries today. It states that although antenatal care can reduce the incidence of complicated deliveries, many conditions go unrecognized and there is often unnecessary interference. Furthermore, it can do little to prevent sepsis or postpartum hemorrhage and has done very little for 8 eclampsia" The review article reports a study on India which says ,"that 87.2% of high risk pregnancies delivered normally but 15% of the high risk cases were not identified during the 9 antenatal period" ANC was evolved in historical times in developed countries and imposed and practiced in developing countries today. It is backed and endorsed by the big names like WHO, UNICEF etc. Their intentions are noble, but the "one fits all" approach needs to be reviewed and changed for a more meaningful antenatal care.
Several studies have questioned effectiveness of prevalent 10 antenatal care in the West also. It is since World War II that distributing iron and folic acid to all pregnant women got started in England. The effectiveness of the prescriptions has 11 also been questioned. Most of the survey reports in India and first hand experience of the people working in the area of maternal health echo the same sentiment.
According to NFHS, almost one in four women, who gave birth in the last eight years, received no antenatal care, ranging from 1% or less in Kerala and Tamil Nadu to 66% in Bihar. At least 40% of pregnant women did not get any antenatal care in Jharkhand, Arunachal Pradesh and Nagaland. It is the same situation or even worst in most of the states.
Similarly, the majority of mothers with a recent delivery did not receive any postnatal care either according to NFHS-3. Postpartum hemorrhage is one of the major killers, which the local health facilities (lack of professional obstetricians, blood transfusion and medicines) and dai-s (not being able to distinguish in time, when the 'bad blood' has turned into fresh blood) find it difficult to manage so as to save maternal lives. However, there is strong regimen of postnatal care provided by the dai-s, by way of special diet, massage and wrapping of her abdomen etc.
ANEMIA
Anemia is seen as one of the major causes of maternal deaths. More than two third of pregnant women in India are anemic today Local PHCs are not equipped to measure anemia. Besides nutritional deficiency there are many other factors, 12 which can be responsible for anemia, like malaria, intestinal parasites or worm infestation, infections and hard labor.
India has among the highest number of cases of anemia in the world, according to the National Family Health Survey recently undertaken. The reasons are as varied as the low status of women, lack of education, cost of healthcare facilities and poor food quality. A whopping 79.1% of India's children between the ages of three and six, and 56.2% of 5 Marilyn Mcdonagh, 1996 . Is antenatal care effective in reducing maternal morbidity and mortality? Health Policy and Planning 11(1): 1-15, Oxford University Press. married women in the age group 15-49 were found to be anemic in 2006. The figure for the latter was 51.8% in 1999.The survey revealed that among the states, Assam is the worst affected with 72% of married women being anemic, followed by Haryana (69.7%) and Jharkhand (68.4%).
Prevalence of malaria in states like Orrisa and Assam is one of the chief reasons for high anemic state of its habitant. Orissa also has a high occurrence of sickle cell anemia. During pregnancy, occurrence of malaria can cause sever dip in hemoglobin levels (1gm) and can lead to abortion or still birth. "A recent Maternal and Perinatal Death Inquiry (MAPEDI) study by the United Nations Children's Fund (UNICEF), in Guna and Shivpuri districts of Madhya Pradesh and Purulia district in West Bengal, says most maternal deaths occur within six to 24 hours of delivery, the immediate cause being hemorrhage. In most of the cases surveyed, the women were found to be severely anemic, and had been so from 13
adolescence." (emphasis mine)
A pertinent point is made in this connection in Jayashree's article (in this volume) that excluding the child hood period that may require similar care for both boy and girl child but from the time of menarche the girl child is cared traditionally with special regimen. The article provides us with details of the food substances, which improve her physical growth, establishes clear menstruation flow, relieves congestion in the pelvic region and removes associated inflammation. Though under kishori shakti there are many programmes like sex education etc somewhere these teenagers' normal nutritional needs get neglected. In the phase of growth spurt, their deficiencies are often masked. Early age marriages and pregnancies in India significantly contribute to high maternal deaths and maternal morbidity. It has become a societal necessity to provide healthy, growth promoting and energy promoting natural food compositions to this age group under national programs.
With women habitually eating last in the family and that too whatever is left of the meal, nutritional advice may not result in changing the status quo. Here a different kind of intervention is required, that is of a health education on the role of food in the upkeep of women's health during pregnancy. Antenatal care period is a good time for the pregnant women to get associated with a birth attendant, who would educate on the value of food at various stages of pregnancy, see her through the child birth and take care of her nutritional requirement postpartum.
NUTRITION PROGRAMS
We have a National Nutrition Policy 1993(NNP) which has tried to sum up The Indian situation; it says 'the nutritional status of a population is critical to the development-and well being of a nation.' 'There is, however, no doubt that the impressive gains of the Green Revolution in terms of national food security and eradication of famines and situations of extreme hunger and starvation. What still remain are different degrees of chronic and endemic hunger which, in the context of prevailing patterns .of intra-household food distribution particularly in rural families, translate into a grave danger for the nutrition status of women and children. This is the crux of the nutrition situation in India' (NNP 1993) After 14 years or so a working group is made on Integrating th Nutrition with Health for the 11 plan (2007-2012) by Government of India, It has come up with these findings: -"The Challenge that still remains includeHigh malnutrition levels particularly in women and children, under nutrition, micronutrient malnutrition, emerging diet related diseases, high mortality rates-IMR, U5MR and MMR, Inadequate access to health care, immunization etc." The report has come up with these "innumerable gaps in the existing nutrition related interventions", some of which are as under-
• There is no national system of nutrition monitoring, mapping and surveillance.
• District level disaggregated data not available from NNMB and NFHS surveys.
• Intersectoral coordination mechanism, crucial for nutrition promotion, is inadequate.
• ICDS coverage is not universal. States are not able to allocate resources for supplementary nutrition.
• Tribal areas, food scarce districts, chronically drought prone rural and tribal hamlets have inadequate access to nutrition and health services.
• Nutrition Education and Awareness Generation is weak. Except the programmes undertaken by the , situation had worsened in 16 Indian states over the last seven years. Among the states worst hit, 79% of children in Andhra Pradesh suffer from anaemia. Rajasthan has a figure of 79.8% and Karnataka and Madhya Pradesh over 82%. Portraying a negative image of India's growth trajectory in the health sector, the report states that 33% of women in the 15-49 age-group were underweight, 43% of women in Bihar are underweight, followed by Jharkhand (42.6%) and Chhattisgarh (41%). Children below the age of three in Maharashtra (40%) are underweight too. Even in the nation's capital, Delhi, as many as 63.2% of children in the 3-6 age group, and 43.4% of women between the ages of 15 and 49 years are anaemic.
NFHS III limited infrastructure of Food and Nutrition Board of this Department, it is not being undertaken by other nutrition and health interventions.
• Nutrition Education and Awareness Generation is weak. Except the programmes undertaken by the limited infrastructure of Food and Nutrition Board of this Department, it is not being undertaken by other nutrition and health interventions.
• Food Fortification programmes are negligible.
Supplementation, dietary diversification and horticultural interventions are inadequate.
• Nutrition Programme for Adolescent Girls (NPAG) is only in 51 districts.
• Iron and Folic Acid Supplementation for pre school children, adolescent girls, pregnant women and lactating mothers is inadequate.
• Nutritional concerns are not adequately reflected in the policies and programmes of the Government."
The list does not end here, but it does provide us with few indications that the grandiose vertical programs, which at best made very little impact or at worst more often than not, have failed to tackle malnutrition, death and diseases of its population.
Most of the ongoing programs on nutrition and most of the institutions carrying these programs and policies understand nutrition, solely from Western science perspective. There is very little attention paid to the role of Ayurveda understanding of nutrition in policy documents or programs.
It is our contention that Âyurveda can play a major role in existing nutrition and health interventions and bridge the gaps which so far have kept the women and children susceptible to death and disease. Most of the papers in this volume have dwelled on the utmost importance of the right kind of food for the pregnant woman. Food has a primary role in maintaining her health and a critical role in preventing any disease during pregnancy and after the childbirth
AYURVEDA FOR THE MOTHER
Traditionally, pregnant woman and childbirth have been given an extraordinary status as an expression of both the human and the sacred simultaneously. The Âyurvedic literature dwells at length on how one life participates in the creation of another life, as well as addressing health-threatening aberrations of the procreating women.
Ayurveda believes in planned progeny rather than an accidental one. For that, elaborate measures are described in classical texts, to have sperm and ova of good quality before the conception takes place. The purification procedures and dietary rules for both the partners are a precursor to a healthy conception, trouble free pregnancy and a better progeny at the culmination. Yoni Vyapad or gynecological disorders are dealt extensively in Ayurveda texts along with menstrual abnormalities. According to Ayurveda, an unhealthy reproductive system does not retain sperms, and even if it does, it is likely to abort or produce an unhealthy child. Similarly, a great emphasis is laid on healthy sperm to be able to carry out the act of procreation.
We find in Ayurveda a profound knowledge of anatomy, physiology of reproductive system, its abnormalities and treatment including infertility. Conception, antenatal management, embryology, managing the diseases of the pregnant woman, management of abortion, normal delivery, post partum care, problem of vitiated breast milk and its treatment, diseases of the child after drinking vitiated milk and their treatment. The vast array of topics and the finer nuances of the subject cannot be dealt with in the present context.
We are only opening a window to the preventive and curative care; propagated by Ayurveda to ensure a complication free pregnancy, a normal delivery and a healthy progeny. Our physician authors have contributed on how several practices involving diet, regimen and medicines can meet the above objectives.
FOOD FOR THE MOTHER
Antenatal care according to Ayurveda is Garbhini Paricharya and Masanumasiki chikitsa that is month-to-month regimen of the pregnant woman. Several papers in this volume have given glimpse of the depth of the indigenous knowledge on the subject. There is a different diet with special emphasis on particular nutrient or medicinal treatment for each month of pregnancy. The diet varies according to the growth of the body tissues (dhatu-s) of the fetus and the requirement of the maternal body. For instance, during the first three months of pregnancy, extreme care is taken to prevent bleeding and all measures are taken to stabilize the fetus. The focus is on liquid, sweet and cooling diet. From the fourth to the seventh month, the emphasis shifts to growth and development of the foetus. (Girija in this volume). However, due to lack of resources and adequate food (or wrong kind of food) the women are perennially anemic. With all the prophylactic programs to contain anemia, there has been an 8% rise in the prevalence of anaemia among pregnant women over the last decade, since NFHS-2 (1998 NFHS-2 ( -1999 .
Anemia increases the susceptibility of women to postpartum hemorrhage and diseases especially after childbirth. It is known that anemic mothers give birth to anemic children. With one-third of Indian women having a lower-than-normal body mass index (NFHS-3) (2005-06), more children are born with low birth weight (weight below2.5 kgs). We seem to have a situation of infinite regress here.
Obviously, even after several decades if we have not succeeded in getting rid of anemia it only means that we have not understood the disease. We have not understood the various factors related to food and regimen that give rise to anemia. Ayurveda understands and treats anemia effectively and can offer solution to this national problem. (Girija in this volume). The paradox about anemia is that, in India the level of anemia does not seem to have any relationship with the material wealth of the state-measured in terms of Net State Domestic Product nor does anemia seem to have any relationship to the nutritional intake in different states measured in terms of calories, proteins and fat. An Ayurvedic perspective provides the only explanation possible for this paradox. For instance, affluent states like Punjab a whopping 80.2% children in the age group of 6-35 months are anemic and 41% pregnant women are anemic. Haryana has 82.5% anemic children and 69.7 % pregnant women are anemic (NFHS-3) where as in Kerala 55.7% children are anemic and 33.1% pregnant women are anemic (NFHS-3). Keral fare much below in calories, fats, carbohydrates and protein intake than Punjab and Haryana (National Nutrition Monitoring Bureau). This is also called Kerala paradox. Kerala enjoys a major advantage over other states simply because there still is a large-scale prevalence of traditional system of healthcare practices based on Ayurveda. Food and healthcare practices of the people of Kerala are even today based largely on Ayurvedic principles. It may not be wrong then to conclude that the low levels of anemia among women and children of Kerala are due to healthcare practices that are deeply rooted in the Ayurvedic tradition. (Girija in this volume) It is often stated that MMR and IMR are low in Kerala due to hundred percent institutional deliveries. But it is not surprising to find the antenatal and postnatal care in Kerala largely based on Ayurvedic principles, irrespective of the economic status of the women.
PREVENTION
If the host environment (body) is not conducive for the disease to take root, one can safely pronounce it healthy. (Ramesh Nanal in this volume). 'Prevention is better than cure' is the very first aim given by Ayurveda. Same principle is applied in the maternal care during pregnancy, that there is little room for morbidities like anemia, hypertension, urine retention, abortion, eclampsia (pregnancy induced hypertension), convulsions, obstructed labour, postpartum hemorrhage and other host of conditions (avastha sapeksha diseases) which are not conducive to the well being of the mother.
Extensive use of oils and ghritas in both antenatal and post natal care( Vilas Nanal and Sangita in this volume) gave some of the remarkable results while dealing with the maternal bodies .Close observation was done of women who received iron, although showing a rise in haemoglobin levels did not receive a significant relief from the symptoms of anaemia such as fatigue, loss of appetite, swelling, breathlessness etc. The women who took Dadimadi Ghruta showed marked improvement in the signs and symptoms of anaemia. They reported as feeling fresher with better appetites and an enhanced glow in their complexions. Hemoglobin levels rose faster in these women and other symptoms like body ache, anxiety, chest pain etc improved significantly.(Vilas Nanal and Sangita in this volume).These women also had spontaneous labour and the children born were healthy, gained steady weight and had better immunity.(they were under observation for one year).
Adaptation of basthikarma(trance rectal administration of medicated oils) and yoni tail pichudharana(oil tampons) are the some of the special therapies which most of our physicianauthors have taken recourse to as a preventive modality in the th 8 and 9th months of pregnancy. It keeps the vayu pacified, makes the birth canal and perineum soft and capable of stretching during birth without tearing.
At the critical juncture of post partum, Ayurveda compares a puerperal to an extremely old and perishable cloth that can get torned with slightest negligence. She is also called the wounded as her body is drained and depleted of dhatu-s. The strain of labor, loss of body fluids and blood and a long journey of nourishing the fetus leave the body susceptible to many ills, if not taken care of. The role of a care provider becomes extremely important at this juncture. (Smita in this volume). The diet and regimen should be such that vata is pacified and blood clots remaining in the uterus are expelled. Traditionally, it is a wise elderly woman who would massage her body with oil, sprinkled with hot water and tie her stomach with a cloth. This prevents air (vayu) from occupying the empty space created by the delivered child. She is given hot decoction to drink like hot milk with jaggery or puffed rice boiled in water with coriander and cumin powder added to it. The hot drink can vary from region to region. Some medicines are also given to clean the uterus. She is also given medicated arishtams to regain her health and improve secretion of milk.
. Post partum, woman's digestive power, muscle-mass and strength weakens and since at this time no purifying measures can be given, the diseases/disorders developing during this stage become incurable or get cured with difficulty. The classical texts enumerate as many as 74 diseases, which can strike the woman if proper post-partum care is not given to her. To name a few: Inflammation/edema of vagina, lockjaw, tremors, perineal swelling, gynecological disorders, cardiac disorders, insanity or psychotic conditions associated with insomnia, weakness, emaciation, anorexia, anemia, tuberculosis, diseases of breasts etc.
It is not difficult to understand why childbirth in modern India takes such a heavy toll on the uncared maternal body. We are told that when a woman dies in childbirth, there are 30 women who suffer from childbirth related diseases and debilities. Ayurveda has an inbuilt mechanism in the diet and regimen to prevent the above scenario.
INDIA BIRTHING AT HOME
Home births are still common in India -accounting for more than 60% of recent births. NFHS-III found that a traditional birth attendant assisted 37% of deliveries, a relative or other untrained person delivered around 16% of deliveries. 14 Summary presentation of NFHS III highlights the fact that more than half the deliveries still take place at home and rest of the half are not assisted by any health personnel.
Presently, there are no accurate facts and figures available indicating how many deliveries take place by traditional or modern medical methods. It is indeed a good estimated that in India more than 60% of births take place in rural settings under the surveillance of local midwives. According to numerous studies, few maternal situations have access to skilled birth attendants and fewer still to qualitative emergency obstetric care.
There are more than ten lakh traditional midwives (dai-s) estimated to be active in the country. In fact, dai-s are the only traditional health practitioners whose large-scale existence is acknowledged by the government, as they continue to play a substantive role of assisting birth in poor and rural areas. Despite that, dai-s do not find any respectable role in the country's MCH programs. They are seen as unskilled birth attendants who are being trained by the government in concepts like the "Five Cleans" and the "Four Delays" -pointing to a condescending approach by bio-medical oriented personnel who cannot comprehend the conceptual framework of ISM. Rather dai-s existing knowledge base is seen to be ad hoc and marginal, bordering on quackery. Dai-s who have undergone government training do not even have a status of a 'auxiliary nurse and midwives' (ANMs) not to speak of dai-s outside the net of the modern state. In principle, ANMs are supposed to handle all deliveries assisted by the dai-s but it is the dai-s who actually conduct them. The testimony of dai-s cannot even lead to issuance of birth certificate. So much for the State sponsored distrust of traditionally skilled birth attendants of India.
Most of government training programs do not take cognizance of the traditional knowledge base of the TBAs, instead, the focus is on cleanliness, observance of any pathological symptoms in the pregnant women (so as to refer them to another health worker) or how to cut the cord while assisting the ANMs or the doctor. Twenty-five years ago theWorld Health Organization estimated that "In many countries, 80% or more of the population living in rural areas are cared for by 
A. Findings from Uttar Pradesh i)There were a total of 832 children born ii) Most of the children were born between October 2006 and April 2007. iii) In most of the cases, the women had home births (41 out of 50 women). iv) The child births were assisted either by a dai (midwife), women in the neighborhood, ASHA, mothers-in-law or close relatives (in case of 45 out of 50 women).
Further, the findings were as follows: More than 60% of childbirth in rural and remote India takes place at home and more than 50% of these home births are assisted by Dais. Women are at ease with dai-s as their care giver. 'And indeed dais have practiced non-invasive techniques which negotiate and affect the inner body without violating the integrity of the skin/body/life force. Their holistic health modalities utilize touch (massage, pressure, manipulation) and natural resources (mud, baths and fomentation, herbs) and application of 'hot and cold' (in food and drink, fomentation etc.) and isolation and protection (from domestic, maternal and sexual obligations)'. (Janet in this volume).
Since traditional birth attendants do a majority of deliveries, to empower them and train them should be one of the prime concerns of the government and the non-governmental bodies. However, TBA training programs are yet another half hearted attempts to link dai-s to the formal health system. The training only reduced them to the status of deskilled laborers for non-functional or non-existent hospitals or referrals.
It is quite natural to propose and consider Ayurvedic input into dai (traditional birth attendants) training programs so as to strengthen and complete the dai-s knowledge base. This is in the light of the fact that Âyurveda has a special affinity to the larger worldview of the dai-s, and can provide the rationale and theory for health practices which modern medicine and government-training programs have rejected as redundant. The strong theoretical base gives Âyurveda a distinct advantage, which folk practices of the dai-s do not possess in spite of affinity due to legacy. For instance, providing rationale for using specific substance as diet or medicine during pregnancy, pre and postpartum diet and regimen, ability to recognize and use the herbs, prepare the decoction or give enema etc. require Âyurvedic input.
Blending of the resource base of dai-s and modern maternitycare structures is a developmental necessity for society. However, this blending implicates and requires a deeper understanding and a resolute articulation of ontological enigma of childbirth and epistemic hiatus between the traditional and the modern.
LEARNING FROM SRILANKA
Sri Lanka, despite having difficult geographic terrains and being strife ridden, and has managed to lower its MMR from 300 to 50.To quote Indra Pathmanathan from her excellent article Experiences in MMR reduction From the Developing
16
World "Srilanka used midwives as the key front line workers at the time when health services were being expanded rapidly to cover rural and remote populations. Three critical elements of maternal health care can be discerned in the Sri Lanka and education, which has been instrumental in the development of its maternal health programmes and policies". (Indra Pathmanathan) 'With one third of the population living below the poverty line in most provinces, the state offers free antenatal care through home visits and clinics, and there is an average of five clinic visits per pregnancy, with 92% of deliveries taking place in state run hospitals. Successive governments have invested in the development of a health structure that places equal emphasis on field and institutional care, resulting in services that cover every home through trained Family Health Workers and a network of hospitals providing simple but adequate emergency obstetric care facilities'. (Indra Pathmanathan) Free distribution of milk was one of the earliest programs in maternity care by the Food Commissioner's Department in collaboration with the Department of Medical Services aimed at improving the nutritional statusof pregnant women and preschool children. For the past five decade this ongoing programme has been the Thriposha programme implemented through the health services. The Official Government News Portal of Srilanka has recently announced the purchase of 35MT of milk powder to maintain the Thriposha production without break. So the government fed not only pregnant and lactating women; even emergency services like blood transfusion, obstetric care, transport and antibiotics were given free to the women. It is a pointer to the numerous Indian nutritional programs that a concerted effort to feed pregnant and lactating women will be a critical step towards lowering MMR and IMR.
The declining trend in maternal mortality in SriLanka started in 1940s with control of Malaria and an aggressive use of midwives for home deliveries, while creating health structures for institutional deliveries. Access to free health services through out the country especially in maternity care and a social audit by way of finding the cause of each maternal death were some of the significant strategies which led to rapid decline in MMR However, postnatal care is still considered weak and maternal morbidity is still an area that has not received adequate attention in the MCH services in 18 SriLanka.
WORLD IS READY FOR AYURVEDA: INDIA IS NOT
Presently, the developed countries are seeing complementary 19 medicine as a serious option for better health. "It is now recognized that about half the population of industrialized countries regularly use complementary medicine. Higher education, higher income, and poor health are predictors of its use. This growth in consumer demand and availability of services for complementary medicine has outpaced the development of policy by governments and health professions. As Western governments grapple with policy issues entailed in integrating complementary medicine into national health services,many developing countries have long since addressed these issues. Their experience constitutes a 20 valuable, although largely unexplored, pool of policy data." Some of the recommendations of the above report are worth noting -"When conventional medicine dominates complementary medicine, loss of essential features of complementary medicine can occur, and professional conflicts can arise. Policy should aim to keep fees for complementary medicine affordable and within reach of all levels of society. Major sectoral investment is a prerequisite for the development of effective services for complementary medicine; under investment risks perpetuating poor standards of practice, services, and products".
"Most research has focused on clinical and experimental medicine (safety, efficacy, and mechanism of action) and regulatory issues, to the general neglect of public health dimensions. Public health research must consider social, cultural, political, and economic contexts to maximize the contribution of Traditional/CAM to health care systems 21 globally."
It is interesting to note that it is difficult to convince policy makers and planners on the Indian soil about the 'scientificity' of Ayurveda when it comes to its actual inclusion in the government run programs, unless it is already endorsed by the scientific community or only those components of the system 18 Fernando D, Jayatilleka and Karunaratna. Pregnancy-reducing maternal can come in the 'mainstream' with which the modern mind is comfortable with, like plants. But Ayurveda is also replete with categories and concepts not amenable to the common understanding, let us say, how Ayurveda understands and explain mind and body; food and nutrition; disease and health; dauhridya of the maternal body; viruddha ahar (incompatible foods), pathya apathya (dietary rules). And many more subjects those are integral to Ayurveda but not understood by the modern mind.
I found a singularly rare observation in these lines. In these traditions (of medical knowledge), "health knowledge extends to an appreciation of both the material and non material properties of plants, animals and minerals Their classificatory systems range in scope from the cosmological to the particular in addressing the physiological makeup of individuals and the specific categories of materia medica needed to enhance health and well being. Mental, social, emotional spiritual and ecological factors are all taken into account. In establishing policy these theoretical underpinnings of the traditional health systems may either be respected and perpetuated, or converted into a biomedical 22 expression and agenda".
So when it comes to maternal health, our objectives include respect and perpetuation of Ayurveda as well as its coexistence with biomedical system in the country.
We presuppose here an implicit rationality of the classical Indian medical tradition as documented in Ayurveda. Ayurveda is taken as a knowledge-body that has internally coherent and consistent theoretical framework, which provides actionable schemas of diagnostic, therapeutic, dietetics etc. Ayurveda is not limited in its application to any particular place or people. It is perhaps the only medical system that addresses healthy dispositions of the body to create checks and balances for the optimal health. The pivotal role of Ayurveda is simply to support the work of the innate intelligence of the body showing how each individual's journey toward optimal health is also unique.
Repositioning of our policies and programs on MCH to include Ayurveda will be a serious attempt to make a difference in the real world context of maternal and child health. 
